abnormalities are in the first or second part of the duodenum and usually consist of whitish-yellow punctate lesions, although on occasions they take the form of nodules. Endoscopic biopsy of such lesions in the duodenum may well produce more useful material for examination in possible cases of Whipple's disease. It can also be used to follow progress after treatment, and biopsies within a week of therapy may show an improvement. The Royal Society of Medicine Case 2: A 61-year-old man with a four-year history of angina had been regularly attending his family practitioner for repeat prescriptions of glyceryl trinitrate. During his last visit he complained of increasing tiredness and an itchy sensation in the skin. Examination revealed numerous 1-4 mm diameter macules, papules and necrotic lesions on the legs. They were considered to represent excoriations from scratching. A 1 cm lymph node was palpated in the left axilla but the remainder of the examination was normal. Haematological investigation revealed a haemoglobin of 12.5 g/l and urine analysis demonstrated no glycosuria. Before further investigations were requested, the patient died suddenly.
Autopsy demonstrated pulmonary oedema secondary to myocardial fibrosis and severe coronary artery atheroma. Mixed cellularity Hodgkin's disease was also present in the cervical, axilla, peribronchial and para-aortic lymph nodes. The skin lesions comprised a small vessel necrotizing leukocytoclastic vasculitis with epidermal necrosis and ulceration. No immunological studies were performed.
Discussion
The commonest clinical manifestation of cutaneous necrotizing leukocytoclastic vasculitis is palpable purpura and is seen classically in HenochSchonlein purpura (HSP). Alternative cutaneous manifestations include macules, urticaria and nodules. Ulceration is extremely rare in childhood HSP, although necrotic ulcerated lesions can be seen in the adult form, particularly in the elderly. However, the vasculitic necrotic lesions in our patients mimicked pruritic excoriations and would have remained undiagnosed in the absence of skin biopsy. Pruritic excoriations are, of course, a well known feature of Hodgkin's disease, first described by Kaposi and named by him acne urticata. It is, therefore, of interest that modern authors have suggested these may be vasculitic, as observed in our cases.
A diagnosis of cutaneous small vessel necrotizing vasculitis should prompt the clinician to search for an underlying cause. It has been described in association with drug hypersensitivity, infections, connective tissue disorders and malignant disease3. A study by Schroeter et al. 4 found systemic disease was present in 15 out of 26 patients with cutaneous necrotizing vasculitis and this included 2 cases with malignant lymphoma. Sams et al.5 reported 3 cases of necrotizing vasculitis in association with fatal lymphoproliferative disease. One patient had Hodgkin's disease but the possibility of a drug aetiology could not be excluded. In our 2 patients, in the absence of any recognized cause, the association between necrotizing vasculitis and Hodgkin's disease appears real. It may be significant that Hodgkin's disease is occasionally associated with erythema nodosum1 and that the latter may display septal vasculitis.
Although there is considerable debate as to the role of immune complexes in the pathogenesis of necrotizing vasculitis, the immunofluorescence findings in our first case raise the possibility of their possible presence. Tumour antigens such as Ki-1 and The classical features of tuberculous infection of the nervous system are well known, but atypical cases may be difficult to diagnose. We report a case of tuberculous meningitis (TBM) arising from meningeal tuberculomas and presenting with unusual clinical and CT (computed tomography) features.
Case report A 26-year-old Chinese male teacher presented with a 2-year history of moderately severe and persistent occipital headache which was not associated with nausea, vomiting or photophobia. Regular analgesics conferred partial relief. Lumbar puncture at another hospital showed normal cerebrospinal fluid (CSF). His mother had suffered from pulmonary tuberculosis 15 years previously. Physical examination was normal, but the erythrocyte sedimentation rate (ESR) was elevated at 42 mm/h. He defaulted from follow upbut presented again one yearlaterwith the same headache and, in addition, feverishness and diplopia.
On examination, the patient had a low-grade fever ranging from 37.5 to 38.5°C and a mild right 6th nerve palsy. There was no neck rigidity and Kernig's sign was absent. ESR was by this time 84mm/h. Chest radiograph was normal. Plain CT scan of the brain was normal but there was marked symmetrical 0141-0768/86/ 08048602/$02.00/0 C) 1986
